Case ii.-The child in this instance was allowed to go untreated for a week, hardly able to swallow anything; there was a certain amount of sloughing of the lcesophageal wall.
By 1). A. CROW, M.B., Ch.B.
OF the first foreign body case in which I performed cesophagoscopy I have no record. It is nevertheless deeply engraved upon my memory by reason of its tragic termination. A colleague who had unsuccessfully endeavoured to remove a jagged half tooth-plate from a woman's post-cricoid cesophagus asked me if I would care to try. Nothing looks difficult to the inexperienced and I set about the task with a high confidence. In order to rotate the foreign body I introduced a steel hook. I think back on that moment with horror; the hook stuck and could in no wise be removed. By cesophagotomy the plate, but not the hook, was recovered. The patient died. So heavily did this event weigh upon my mind that I would not touch an cesophagoscope till I had been over to Philadelphia and closely studied Professor Chevalier Jackson's methods, and much as I could say-and should like to say-in admiration of the man himself and of his mechanical genius, the fact that I have never since unsuccessfully tackled a foreign body case is the simplest and most sincere tribute I can imagine.
Cases i to ix.-The next few cases were of coins all impacted below the cricopharyDgeal band; they do not present any unusual poi.nts of interest. Provided that we can get such cases early, that the issue has not been prejudiced by blundering attempts at removal, and that the operator is mindful of the tendency of coins to hide under the crico-pharyngeal fold, these foreign bodies cause the least anxiety of any.~~~~~~~1 Case ii.-The child in this instance was allowed to go untreated for a week, hardly able to swallow anything; there was a certain amount of sloughing of the lcesophageal wall.
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Case xi.-An overcoat button in the opsophagus. The child nearly deceived me by stoutly maintaining that the button had gone down.
Cases xii and xiii.-Two bones from the cesophagus. A general ancesthetic has been used in almost all of the cases. It is by no means impossible to effect the removal of them under local anasthesia but I prefer to avoid the psychological trauma which such a procedure involves. Case xx.-This is a case of a needle embedded in the tissues just out of range of indirect examination. Disimpaction was by no means easy. The girl had three other needles in the stomach.
Case xxi.-A portion of a safety-pin in the right bronchus of a child scarcely three years old. There was hardly a symptom at the moment of inspiration, but the mother was suspicious and the doctor to whom she took the child had the good _-sense to realize that absence of symptoms is quite compatible with the presence of a non-obstructing bronchial foreign body. He sent the child to hospital for an X-ray examination, and within five days I therefore had the opportunity of removing the foreign body by means of the 4-mm. bronchoscope. The safety catch required a little disimpaction from the upper bronchus opening and had to be steered rather carefully through the larynx. I believe it to be our concern as bronchoscopists to implore the dental surgeons to take far more precautions than many of them do, with regard to teeth slipping down the throat. It is the dental surgeon's only opportunity of killing his patient; we are entitled to ask for absolute precautions in respect of the danger. In my opinion, no tooth should be extracted in a frantic hurry and a large gauze swab should always be placed behind the site of operation.
If they are unwilling to observe these simple precautions and a tooth goes down the throat, the dentist does not keep faith with his patient if he preserves silence and omits to have a skiagram taken. In a court of law, I imagine, it would not be the accident which would be stressed, but whether or not immediate steps were taken to recover the tooth. I do not see how any dental surgeon dare neglect radiography and bronchoscopy in such circumstances.
Case xxx.-The last case of the series was the most dramatic of any in my experience. A doctor rang me up and said that during a tonsil dissection the previous day in a girl aged 13, he had been alarmed by a sudden respiratory embarrassment, the patient becoming deeply cyanosed and obviously in serious danger. He had been up all night giving her oxygen, believing that the trouble must be due to an unusual amount of blood inhaled or to a sudden cardiac failure. When he spoke to me on the telephone, however, he asked me if I thought it possible that a swab had gone down. I said I would come over at once, prepared for a bronchoscopy. He did not think I should be in time, so perilous was the situation; and when I arrived, the child was certainly conscious, but grey in the face and the pulse was almost imperceptible. No air entered the lung at all.
There was nothing wanting to make the decision as critical and anxious as one could imagine. The doctor could not persuade himself that a swab was in the lung. If I gave an anesthetic and the child merely had an acute heart failure, the issue would be fatal and I could but admit an awful blunder. If the swab were present, and the anesthetic proved fatal, the inquest would have been a distressing affair for the doctor. Yet an ancesthetic had to be given, for without it the risk from straining, coughing and fright would have been far greater.
I acknowledge gratefully the cool courage of my anaesthetist, Dr. Eccles. He induced with ethyl chloride and continued with chloroform; in less than three minutes this swab, already foul-smelling, was found tightly corking the left bronchus, and was easily removed, so that in two or three days' time the child was again quite well. These cases which I have presented took six years to collect. That in itself justifies their being brought forward, because it means that this kind of work is uncommonly met with, and, therefore, the sharing of experience must make up for our individual lack of opportunity.
Moreover, publication will emphasize to our colleagues in practice the fact that precise methods of dealing with these emergencies are available; they already suspect that rough and blind methods have little to commend them; it is for us to show that our claim to precision rests upon a steady basis of fact.
Discussion.-The PRESIDENT said that the fatal case raised an important point as to the limitations of the method of attempting to remove foreign bodies from the cesophagus by the direct route; there were cases in which attempts by the direct method could not succeed, and he did not know whether all operators had clearly formulated in their minds what the prohibitory conditions were. If the foreign body was a large one and had been in situ for a considerable time, and if there were physical signs of rupture of the cesophagus, the direct method should not be attempted; the case should at once be dealt with by external operation. He had seen cases in which there was emphysema in the neck, owing to rupture of the cesophagus. To attempt the direct method in such a case was to lose time and to make the patient worse, as there was a great danger of sepsis. Further, in operating on such cases one should limit as much as possible the opening in the deeper planes of the neck, particularly towards the lower part.
Mr. T. B. LAYTON said he was in general agreement with Dr. Crow, but wished to criticize three phrases that he had used. First, he had spoken of " blundering attempts at removal " in reference to the coin cases. From this he (the speaker) inferred that Dr. Crow alluded to the removal of coins with the coin-catcher, and he (Mr. Layton) denied that to remove a coin with the coin-catcher was a " blundering method." It was a right and proper method. In Dr. Crow's list of thirty foreign bodies, nine were coins. In his (Mr. Layton's) clinic these nine coins would have been removed by him, or rather by his dresser, with the coincatcher. This would have been done in 5 seconds as against from 1J to 4 minutes, and chloroform would have been avoided in every case. It might be asked whether he had ever had any anxiety with the coin-catcher? The answer was " Yes, once I " but the experience had taught him how to avoid any such anxiety in the future. The coin had become stuck against the lower margin of the cricoid; this had happened because he had used a coin-catcher with a wide immobile angle. This accident would not happen if one used a coin-catcher with a narrow angle and a mobile end, so that the coin would be caught in either side. In the case mentioned he had disengaged the coin-catcher and arranged to carry out endoscopy next day, by which time the coin was in the child's cecum. This case had explained to him the only bad result due to the use of the coin-catcher in the cases recounted by Dr. Irwin Moore.' In all the other cases recounted in Dr. Irwin Moore's paper the ill-effects were due not to the use, but to the abuse, of this instrument. Because certain persons did not employ a proper technique and did not take due precautions was no reason for decrying any instrument. He would remind Members that " blundering attempts " might also be made with an endoscope. Of the two fatal foreign bodies cases in his clinic during the last eleven years, one was due to this cause. In the case of an infant with an open pin in the cesophagus, not only had the foreign body been driven down into the stomach, but its point had also been driven into the liver. The child was sent up in an ambulance and kept alive on the journey by a -cylinder of oxygen. After a rest, the pin had been removed by laparotomy, but the infant died from peritonitis.
He would also criticize the phrase " psychological trauma" as applied to procedures under local aneesthesia. There was no psychological trauma when these were properly carried out; if that was present it meant that the surgeon did not know how to obtain the anmesthesia, or was unable to control the patient. He (the speaker) operated on these cases under general aniesthesia as Dr. Crow did, but he admitted that he did so because he was unable to apply the local anesthetic and to control the patient. In one such case he had been able to do this, and it had shown the advantage of the method, for the patient, an elderly lady, had an abscess of the pharynx, caused by a fishbone, and this lay immediately behind the arytenoid in such a position that, had it burst while the coughing reflex was abolished, the pus would probably have gone down into the lungs.
The third remark that he criticized was that whicb implied that the only risk in dental surgery was that of a tooth entering the lung. A second risk was sepsis, and the administration of an ansesthetic was a third.
It was said that one learnt more from failures than from successful cases, and he would remind Members that in a case of a foreign body in the cesophagus, the symptoms might be entirely respiratory. He had been called to a case in a small child in which there was no history of foreign body, but after the provisional diagnosis of laryngeal diphtheria had been excluded it had been suggested that a foreign body might be present. He had passed a bronchoscope and found nothing. The child had subsequently died, and a large bone stud was found post-mortem in the cesophagus. That life could easily have been saved had he either passed a tube down the cesophagus, as well as the bronchus, or had a skiagram taken.
Dr. J. S. FRASER said that he personally did not like the coin-catcher, though he knew it was sometimes used in the surgical out-patient department, where the house surgeon " had a shot " at removing a coin before sending the case to the ear-and-throat department. In at least one case the result had been disastrous. He could not see why the use of the coincatcher should be preferred to endoscopy; it was much safer to remove a coin when it could be seen than when it was being groped for.
The President had well said that if there was evidence of cellulitis in the neck, the endoscope should not be used; he (the speaker) would go further and say that if one had been trying for a reasonable time and had failed to remove a tooth-plate with the endoscope, it was better to perform an external operation. In these cases of impacted tooth-plate he recommended a general anesthetic. In other cases, e.g., those of coins, buttons, etc., he always used a local anesthetic.
Mr. MUSGRAVE WOODMAN said that in 50% of the cases in which the coin-catcher was used, the coin was pushed into the stomach, in which case gastrotomy might be required to remove it. He found it very difficult to cut tooth-plates in half in situ so as to remove them from the cesophagus. He agreed with Dr. Fraser that when there was perforation or laceration of the cesophageal wall, removal should be carried out by an external incision. His own practice was, if possible, to remove embedded tooth-plates per vias naturales. But if there was even a suspicion of perforation or laceration of the cesophagus, an external incision was made, maintaining drainage externally for the following week. No case had been lost at his hospital since this practice was adopted, but patients were lost when it had been omitted, owing to infection having occurred in the neck.
1 Lancet, 1919 (ii), 566.
Mr. HAROLD KISCH said that the coin-catcher had a definite use, and all students should be taught how to employ it, as they might be practising beyond the reach of any endoscopist or aesophagoscopist. If every practitioner were required to be able to pass bronchoscopes and cesophagoscopes, the mortality would be higher than that following the proper use of the coin-catcher. In the East, during the late war, be (Mr. Kisch) had removed many foreign bodies, such as coins, pieces off bully-beef tins, etc., and in some cases the men had been sent hundreds of miles because medical officers had not been taught how to use the coin-catcher, or remove foreign bodies with the probang. He had either to put a coin-catcher down or a catheter with gauze tucked on the end of it. He had safely brought away many foreign bodies in that way. He thought, however, that all these patients should have a general an8esthetic, then the coin-catcher could be used with great ease and delicacy: the body could be felt and could be pulled up witbout doing damage. Once, in a London operating theatre, he saw a young colleague trying to remove a coin. He missed it three times, and then he (the speaker) removed it with a coin-catcher without difficulty.
Dr. DOUGLAS GUTHRIE said that the President's remark regarding external surgery was applicable to foreign bodies in the air passages. He recalled a case in which a large piece of bone, impacted in the subglottic region of a child, was easily removed through a tracheotomy incision.' Had he (the speaker) tried to pull the bone through the glottis, considerable damage would have been done to the larynx.
With regard to Mr. Layton's remark that a foreign body in the oesophagus might cause symptoms resembling those of a foreign body in the air passages, he remembered a case in which a bone collar-stud had been in the cesophagus for three months, during which time the child had been treated for some obscure chest condition.2 At the autopsy the stud was found to have ulcerated through the posterior wall and caused a pre-vertebral abscess. The symptoms were not those of difficulty in swallowing, but of trouble in the respiratory tract.
Mr. MICHAEL VLASTo asked whether Dr. Crow had ever found himself obliged to push a foreign body from the aesophagus into the stomach. He was far from wishing to convey the impression that he was recommending this as a routine method in dealing with foreign bodies in the cesophagus. Occasions had arisen, however, in his own practice, where he had considered it unsafe to extract forcibly such a foreign body as a fishbone for instance. A choice had to be made between the dramatic and the commonplace. Local application of adrenalin and cocaine to the site of impaction, and the gentle pressure of a bougie, had allowed the foreign body to pass into the stomach, with complete relief of symptoms.
Sir JAMES DUNDAS-GRANT said that before the introduction of endoscopic methods he had had occasion to use the coin-catcher, and had not known any harm to result. He was not now, however, altogether in favour of that instrument; whenever he had an endoscope at hand he used i't. He instanced the case of a child who bad swallowed a halfpenny, which became fixed in the cesophagus. It could not be seen by the ordinary endoscope, which went past it, but it was revealed by X-ray examination. He had brought from Germany a Killian's special endoscope, a very small one, for use in the case of children, and with that he had removed the halfpenny without difficulty.
Mr. W. S. THACKER NEVILLE said there were several reasons why coin-catchers should be relegated to the museum. If students were taught to use coin-catchers, they would be likely to use them for foreign bodies other than coins, and that practice would bring laryngology into disrepute. Another reason was that endoscopists should keep their hand in training, so that they would be ready to deal with a difficult case at any moment. Furthermore, coins were not always easy to remove; they might be behind the cricopharyngeus.
He was sorry, notwithstanding the wonderful record shown, that Dr. Crow did not use local anaesthesia for adults; without that he could not be a true disciple of Chevalier Jackson. Most of the adults who had swallowed a foreign body were very healthy, and many would stand half a grain of morphine, and with that and a small amount of cocaine paste (cocaine hydrochloride in adrenalin) applied to the pyriform fosse and epiglottis, one could easily pass an cesophagoscope in one's consulting room. He (the speaker) was a strong advocate-rf local anesthesia.
I See Proceedings, 1919, xiii (Sect Laryng.) , 37 .
See Proceedings, 1921, xiv (Sect. Laryng. 63).
Mr. HERBERT TILLEY said he had not seen a coin-catcher for twenty years, and had never used one. He did not agree as to the advisability of teaching students to use the coincatcher. Even in the heart of the country, if a person had swallowed a coin, it was possible, in these days of rapid transit, to obtain the services of an endoscopist within a few hours, and even if a coin were impacted for so long as 48 hours probably not much harm would result. He agreed with those who contended that to search blindly in the gullet for a foreign body was neither safe practice nor good teaching.
A point of interest was the frequency with which junior endoscopists missed a coin in the upper region of the cesophagus. On three or four occasions he had been asked to help, when the coin had not been detected, and the reason was that the patient's head had not been sufficiently flexed, and consequently the end of the tube over-rode the coin. If the head was well flexed, the upper edge of the coin would be seen, and it could be removed with appropriate forceps.
With regard to local anesthesia, he advocated the application to each pyriform fossa of 10% to 15% cocaine solution. This produced an aniesthesia sufficient for passing an cesophagoscope.
Referring to the question as to whether one should allow a foreign body to pass on, or help it downwards, as Mr. Vlasto had suggested, he (Mr. Tilley) had had at least one interesting experience in that connection. He was asked to see a woman who was brought into hospital at midnight with a denture in the cesophagus. Inquiry elicited that there were no hooks on the denture, which the skiagram showed to be in the mid-thoracic region. He advised that a hypodermic of morphine be given, and said that he would see the patient in the morning. On passing the cesophagoscope no foreign body was detected, but a second screening showed it to be in the stomach, where it remained for a period of six weeks. He then asked Mr. W. Trotter what he thought was the best thing to do, and he advised leaving it alone, but suggested that good might result from giving the patient some butter-muslin to swallow with her meals. Two days after this had been done the plate was seen by the X-rays to have moved onwards, and two or three days afterwards the patient passed the tooth-plate securely wrapped in the butter-muslin.
Speaking of cellulitis in the neck: in 1926 he published some experiences concerning serious complications resulting from the swallowing of foreign bodies. An athletic and wellbuilt cricketer consulted him giving a history of having swallowed a fish bone three days previously. He looked very ill, and had a temperature of 101 F. There was much cellulitis of the left side of the neck. Within two hours he was taken into a home, and the bone was found to be straddled across the gullet about the level of the episternal notch. He (Mr. Tilley) had disengaged the pointed end, and there was a gush of foul pus. The patient was very ill for a week, during which the cellulitis slowly subsided; after the pus had been evacuated he was given half a pint of warm milk containing two beaten-up eggs, through a stomach tube. No external operation was performed. For further details see Brit. Med. Journ., 1927 (i), 1135 (Case IV).
Mr. ERIC WATSON-WILLIAMS said his own teaching and practice had been that both the coin-catcher and the probang should be in the museum. If a person swallowed a halfpenny there was no need to dash at once to do something vigorous and possibly disastrous. If the foreign body were a coin, it did no harm for two or three days. If it had sharp edges or points a tug might do great injury to the cesophagus, perhaps might even perforate it. It was better to bring the patient to a clinic properly equipped and staffed, which in this country was never far distant, and to pass an endoscope. Dealing with the extensive statistics of Guisez and Chevalier Jackson, he (the speaker) had analysed 1,000 endoscopies, and, with hardly an exception, the fatal cases of cesophageal trouble were due to unskilful attempts to remove the foreign body with the probang and similar instruments before the patients were brought to them for endoscopy. He had himself seen two cases of serious injury due to the use of the probang. It was very important to have a skiagram taken immediately before endoscopy. He had been asked to look in the upper air passages for a needle which was actually in the cmcum. A year ago he was asked to operate on a child, because the skiagram showed a brass disc at the level of the top of the sternum, but he insisted on another skiagram, and a later message said that the disc was in the stomach. ' Mr. RITCHIE RODGER, referring to the question of deliberately forcing a foreign body downwards, said that many years ago a prisoner who had half a tooth-plate in the cesophagus was brought to him by the police surgeon. The house-surgeon prepared the patient with cocaine, and the foreign body was easily removed in thirty seconds by means of the endoscope. A month later the man was brought again, having swallowed the other half of the plate. It was explained that after the first operation his trial for forgery had been postponed for twenty-eight days, and he had swallowed the second half hoping to secure a further postponement of the trial. In those days he (the speaker) had only had a jointed pair of forceps, and the joint became stuck. He therefore used a bougie and deliberately forced the foreign body into the stomach.
He understood that those who had spoken in favour of the coin-catcher agreed that it should be used only for coins. The trouble was that if its use was sanctioned at all, it could not be guaranteed that it would not be used for other foreign bodies.
Dr. CROW (in reply) said be was interested in Mr. Layton's downright criticism, though profoundly disagreeing with it. Elegance had an intrinsic value in surgery; the use of a coin-catcher for the removal of a coin. perhaps already sloughing half-way through the w,sophageal wall, was, in his opinion, neither elegant nor safe. Indeed, he felt despondent that the Section should in any way hesitate in condemning blind methods.
With regard to the criticism of the method of aneesthesia, he would certainly stress the avoidance of " psychological trauma," but that was not the only consideration; one obtained much greater relaxation under general aniesthesia and consequently much greater ease of manipulation.
Congenital Stenosis of the iEsophagus in Children, Associated with Diaphragmatic Hernia of the Stomach. IN the course of the past two years I have examined, by the kindness of Professor Leonard Findlay, several young patients suffering apparently from frequent regurgitation, the underlying cause of which proved to be a congenital malformation of the cesophagus. In spite of having, for nearly a quarter of a century, used endoscopic methods when signs suggestive of cesophageal disease were present, I had not previously met with similar cases. I believe that I am right in assuming that the majority of laryngologists, even when attached to large general hospitals, are rarely requested to examine the cesophagus of a young child because of what appears to be persistent vomiting. When it becomes more generally known that this sign is occasionally of cesophageal origin it is to be hoped that the co-operation of the endoscopist, as well as that of the radiologist, will be sought at an early stage in order to assist in making the diagnosis and in carrying out intra-cesophageal treatment when practicable.
The object of this paper is to report four cases in which cesophageal stenosis in young children was associated with hernia of the lower end of the cesophagus and part of the stomach through the hiatus cesophageus into the thoracic cavity. This association, so far as I know, has not previously been pointed out.
Before describing the cases I shall make a few remarks regarding the varieties of hernia that may occur at the hiatus cesophageus. We are indebted to Akerlund for an illuminating paper on this subject, published in 1926, based on the X-ray examination of twenty-four cases, Although the majority of his patients were adults, the deductions drawn from his investigations and the recommendations made as to methods of diagnosis are equally applicable to young children who constitute a fair proportion of the subjects of this disease.
Akerlund proposed that this affection should be designated" diaphragmatic hernia of the cesophageal hiatus," or briefly " hiatal hernia." He differentiated three groups of cases: (1) Those in which the cesophagus is congenitally short and its junction with the stomach situated some distance above the diaphragm. As a consequence,
